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K0000
A Life Safety Code Recertification K0000 The facility shall ensure
and State Licensure Survey was compliance with Life Safety and
) State Licensure requirements.
conducted by the Indiana State This plan of correction shall serve
Department of Health in as the facility's credible allegation
accordance with 42 CFR 483.70(a). of Comp"ance_' Prepa,rat'on
and/or execution of this plan of
correction does not constitiute
Survey Date: 08/03/11 admission or agreement by the
provider to the facts alleged or
. lusions set forth in the
Facility Number: 000463 cone
. y _ statement of deficiencies. The
Provider Number: 155444 plan of correction is prepared
AIM Number: 100290910 and/or executed solely becasue it
is the required by the provisions
Surveyor: Amy Kelley, Life Safety of federal and state law.
Code Specialist
At this Life Safety Code survey,
Norwood Health and Rehabilitation
Center was found not in
compliance with Requirements for
Participation in
Medicare/Medicaid, 42 CFR
Subpart 483.70(a), Life Safety
from Fire and the 2000 edition of
the National Fire Protection
Association (NFPA) 101, Life Safety
Code (LSC), Chapter 19, Existing
Health Care Occupancies and 410
IAC 16.2.
This one story facility was
determined to be of Type V (000)
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any defiencystatement ending with an asterisk (¥) denotes a deficency which the institution may be excused from correcting providing it is determined that
other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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construction and was fully
sprinklered. The facility has a fire
alarm system with smoke
detection in corridors and areas
open to the corridor. The facility
has a capacity of 88 and had a
census of 60 at the time of this
survey.
Quality Review by Robert Booher, Life Safety
Code Specialist-Medical Surveyor on 08/08/11.
The facility was found not in
compliance with the
aforementioned regulatory
requirements as evidenced by the
following:
K0046 Emergency lighting of at least 1% hour
SS=F duration is provided in accordance with 7.9.
19.2.9.1.
Based on observation and K0046 K 0046Corrective action for 08/09/2011
. . - . residents affected: The annual
interview, the facility failed to .
] emergency light test was
ensure 1 of 1 emergency light completed and documented on
fixtures of at least 1% hour 8/9/11 by the Maintenance
duration was tested annually in :”p,e”"tior'Otthert,reist'df)”tS
. aving the potential to be
accordance with LSC 7.9. LSC affected: [same]Measures to
7.9.3 Periodic Testing of ensure practice does not reoccur:
Emergency |_|ght|ng Equipment The Maintenace Supervisor will
requires an annual test shall be complete and document t.he
. annually the emergency light
conducted on every required test. Completion will be
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battery powered emergency documented on the "Weekly [and
. . annually] Generator Check".This
lighting system for not less than a ; . . ,
) ] corrective action will be monitored
1 %2 hour duration. Equipment by: The Administrator shall
shall be fully operational for the review the monitoring logs
duration of the test. Written monthly for six months and
ds of vi li . d complete an annual check by
records of visual inspections an 8/9/12. Compliance will be
tests shall be kept by the owner reviewed by the QA Committee
for inspection by the authority for one year.
having jurisdiction. This deficient
practice could affect all occupants.
Findings include:
Based on observation with Director
of Maintenance on 08/03/11 at
10:55 p.m., a battery operated
emergency light was observed in
the emergency generator housing.
Based on an interview with the
Director of Maintenance at the
time of observation, he stated he
did not conduct an annual test of
the battery operated emergency
light.
3.1-19(b)
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K0056 If there is an automatic sprinkler system, it is
SS=E installed in accordance with NFPA 13,
Standard for the Installation of Sprinkler
Systems, to provide complete coverage for all
portions of the building. The system is
properly maintained in accordance with NFPA
25, Standard for the Inspection, Testing, and
Maintenance of Water-Based Fire Protection
Systems. ltis fully supervised. Thereis a
reliable, adequate water supply for the
system. Required sprinkler systems are
equipped with water flow and tamper
switches, which are electrically connected to
the building fire alarm system. 19.3.5
Based on observation and K0056 K0956Corrective Action for 08/18/2011
interview, the facility failed to resident's affected: The
’ "bulkhead" in the station 2
ensure complete coverage was Janitor's Closet was removed on
provided for 1 of 1 station 2 8/15/11 by the Maintenance
janitor's closets in accordance with ﬁ:rﬁiee?’s'/sé’g'stli‘;;enzr;rt‘rc]’ef“’ther
NFPA 13, Standard for the sprinkler head.Other resident's
Installation of Sprinkler Systems, having the potential to be
to provide complete coverage for gﬁeCtedi The Mallintednar}cel
: A : upervisor completed a facility
all F)(?rtlons of .the building. This wide inspection on 8/18/11 to
deficient practice could affect any ensure there were no other
resident near the station 2 sprinkler head
janitor's closet. obstructions.Measures to ensure
practice does not reoccur: The
Maintenance Supervisor shall
Findings include: complete monthly inspections of
all sprinkler heads to ensure there
Based on an observation with the are no barriers. Any barriers
. . found, will be corrected
Director of Maintenance on immediately.This corrective action
08/03/11 at 11:00 a.m., there was will be monitored by: Quarterly
a partial wall extending sixteen the contracted fire safety service
inches from the ceiling in the shall monitor for complaince. The
. o results shall be reported to the
station 2 janitor's closet QA Committee for 6 months.
obstructing the sprinkler head.
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The sprinkler head would not
provide complete coverage for the
entire janitor's closet.
Measurements were provided by
the Director of Maintenance at the
time of observation.
3.1-19(b)
K0130 OTHER LSC DEFICIENCY NOT ON 2786
SS=E
Based on record review and K0130 K0130Corrective Action for 08/15/2011
. . - . resident's affected: All 5 water
interview, the facility failed to .
heaters had been inspected on
ensure 3 of 5 water heaters had a 5/4/11 by David Scherer,
current inspection certificate to Inspector, Indiana Division of Fire
ensure the water heater was in and Building Safety; however, 3
. - of 5 inspection reports had not
safe operating condition. NFPA been forwarded to the facility at
101, in 19.1.1.3 requires all health the time of the Life Safety
facilities to be maintained and Survey. Copies for all 5 water
A heaters are now available at the
operated to minimize the
P o ) facility.Other resident's having the
possibility of a fire emergency potential to be affected:
requiring the evacuation of [same]Measures to ensure
residents. Due to lack of practice does not reoccur: The
. . . Maintenance Supervisor shall
information about which two water : i
i ensure the inspections are
heaters had been inspected and completed and reports received in
which three had not, the exact a timely manner.This corrective
number of residents affected action will be monitored by: The
Id be d ined Administrator shall monitor and
could not be determined. report his findings to the QA
Committee to ensure compliance.
Findings include:
Based on record review with the
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Director of Maintenance on
08/03/11 from 10:55 a.m. to
12:30 p.m., all five water heaters
had a Certificate of Inspection
which expired on 04/28/11.
Based on interview with the
Director of Maintenance at 12:30
p.m., he could only provide
documentation to show two of the
five water heaters had paid
invoices. Due to lack of
information provided on the
invoices, it could not be determine
which two water heaters would
receive current certificates.

3.1-19(b)
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